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Introduction

Globally, millions of women experience violence, including
during and after pregnancy.1,2 Female fetuses are vulnerable
to sex-selective abortions, female infants, to femicide, female

children, to genital mutilation, female adolescents, to mar-
riage and childbearing, female adults, to intimate partner
violence (IPV) or nonpartner violence, and female elderly
individuals, to abuse and abandonment.2While every type of
violence triggers consequences,3,4 violence during
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Abstract Introduction In-utero experience of violence through maternal experience of inti-
mate partner violence (IPV) is a risk factor for adverse pregnancy outcomes via
‘biological programming,’ whose effect can be mediated by sleep. We conducted a
scoping review to synthesize the current evidence of the association between
experiences of violence and sleep in women.
Methods Between August and October 2023, we conducted a search in four data-
bases (PubMed, APA PsycInfo, Embase, and Web of Science) for peer-reviewed articles,
using 11 inclusion and exclusion criteria. Any study published in English in peer-
reviewed journals that conducted original research on the association between
exposure to violence (lifetime IPV, IPV during the previous year, during and 1 year
after pregnancy, as well as adverse childhood experiences) and poor sleep outcomes
(sleep disturbances, insomnia, poor sleep quality, and longer time to fall asleep) in the
perinatal population were included.
Results The synthesis of the 12 included studies revealed a positive association
between exposure to violence and poor sleep, and between adverse childhood
experiences and sleep disturbances or poor sleep during pregnancy. Moreover, IPV
in the postpartum period was associated with poor sleep.
Conclusion Most of the evidence synthesized comprises data from high-income
countries, resulting in lack of cultural context. However, it is evident that the
experience of violence throughout life is a risk for poor perinatal sleep quality. Thus,
there is a growing need to study this association, especially in resource-limited settings,
where data on sleep health is largely absent, inform pregnancy care and maternal and
child health policies.
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pregnancy is especially concerning, for its consequences are
intergenerational (that is, pregnant women who experience
violence during or prior to pregnancy are vulnerable to
giving birth to premature or low-birthweight babies)5–7

and long-lasting (low-birthweight babies are vulnerable to
experiencing poor health and wellbeing all throughout their
lives, including adulthood).6,8–12

To date, the literature on perinatal IPV has largely ignored
the associations between IPV and sleep—an essential restor-
ative behavior for maternal and fetal health and function-
ing.13 Sleep deprivation, which includes insomnia, difficulty
falling or staying asleep, and longer rapid-eye movement
(REM) sleep compared to non-REM sleep, are more common
among pregnant women who have experienced violence
than among pregnant women with no such experience.
Both groups may sleep poorly due to the physiological and
hormonal changes associatedwith pregnancy, which start in
the first semester and worsen by late pregnancy.14,15 None-
theless, womenmay experience additional sleep deprivation
as a result of IPV, for it can trigger hormone releases,
physiological and cognitive arousals, or allostatic overload
via threatened homeostasis (the “steady state”), and allo-
stasis (a mutually regulatory network involving the nervous,
endocrine, cardiovascular, and immune systems), potentially
affecting sleep.16,17

Exacerbated by IPV, maternal sleep deprivation can cause
poor maternal and fetal health, for it can disrupt the circadi-
an rhythmand, thereby, bodyand brain functions. The effects
on the body include an allostatic overload, which is defined
as wearing of normal body systems and can be stress-
induced, or allostasis dysregulation (allostatic overload can
also cause or be caused by poor sleep).18 Further, sleep and
stress are often comorbid, reinforcing each other. Like stress,
sleep deprivation impacts the inflammatory pathways that
include C-reactive protein and interleukin 6 (IL-6), increasing
the riskof poormaternal and fetal health.19 The effects on the
brain include depressed cognitive control and poor decision-
making (such as substance use or missing clinical appoint-
ments), each posing as a risk for poor maternal and fetal
health.20,21

In the present study,we conducted a scoping reviewof the
current literature on the association between perinatal IPV
and sleep health among pregnant and postpartum women,
globally. Our review included 12 studies, which were select-
ed through a systematic search in four peer-reviewed data-
bases using an exhaustive set of search words for IPV, sleep
health, pregnancy, and the postpartum period, and applying
11 inclusion7 and exclusion4 criteria. Our findings, which are
reported in three thematic areas, show feasible and accept-
able ways of improving perinatal care for women who have
experienced perinatal IPV. First, evidence of the association
between IPV and poor sleep in the context of pregnancy
would suggest that poor sleep is a potential mechanism by
which IPV’s harmful effects on maternal and fetal health are
manifested. Second, helping women sleep better may also
help them overcome the harmful effects of sleep disorders
and deprivation, as well as IPV. Third, screening and inter-
viewing perinatal women regarding their sleep health,

especially when they also show symptoms of experiences
of violence, might be a potent strategy in identifying and
addressing gender-based violence.

Conceptual Framework

►Fig. 1 outlines a conceptual framework to be used to guide
the current review in the context of perinatal health promo-
tion. We begin by acknowledging that, while every woman
faces a nonzero risk of IPV victimization during pregnancy,
who ends up experiencing it in reality is socially determined.
Women who experience physical or sexual IPV, or parental
neglect or violence as a child, or women who were exposed
to domestic violence (for example: as a child, a woman
watched her father abusing her mother) face a higher risk
of experiencing IPV during pregnancy compared with those
who had no such experience as a child.22,23

As for the connection between perinatal IPV and sleep
deprivation, we envision several direct and indirect path-
ways, as well as feedback loops, involving biobehavioral
mechanisms. First, pregnant women experiencing IPV may
find it difficult to fall or stay asleep, especially when their
partner is nearby (pathway A).16,24 This is because IPV can
trigger hormonal responses, physiological and cognitive
arousals, or allostatic overload, affecting sleep.12,20,25 Fur-
ther, IPV can exacerbate the current poor sleep quality of
pregnant women due to past trauma.21,26 Second, by trig-
gering the same biological mechanism (such as hormonal
responses, or deregulating biological systems through allo-
static overload), IPV can cause stress, which in turn can cause
sleep deprivation directly (pathways B and b) or indirectly,
through psychiatric difficulties (pathways (b and D)).19,27

Third, pregnant women experiencing IPV havehigher odds of
reporting symptoms of depression and anxiety, which can
cause or be caused by poor sleep via “increased inflammato-
ry dysregulation” (pathways C and c).28 Instigated by IPV,
stress, psychiatric difficulties, and sleep deprivation are
engaged in a feedback loop, reinforcing each other, and
further aggravating the aforementioned biological mecha-
nism (pathway E).19 Fourth, as for behavioral pathways,
women experiencing IPV can turn to substance use to
cope,29–31 which can contribute to poor sleep (pathways F
and f).32

As for how sleep deprivation can affect maternal, fetal,
and neonatal health, the mechanisms involve maladaptive
behaviors due to poor psychological or social conditions.
Poor sleep is associatedwith brain health, affecting cognitive
control, executive functioning, and decision-making.33,34

The affected women become vulnerable to poor psychologi-
cal conditions, including low coping efficacy or self-esteem,
or impairments in socialization, including isolation. All of
this can promote poor decision-making, which may lead to
substance use,35,36 late initiation of antenatal care, missing
clinical appointments, 37–39 or inadequate nutritional intake
(pathway G). Each of these maladaptive behaviors can in-
crease the risk of adverse maternal and fetal health out-
comes. Finally, experiencing sleep loss induced by IPV,
womenmay become vulnerable to gestational hypertension,
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gestational diabetes, placental abruption, and thereby, to
having a fetus that is small for gestational age, preterm birth,
or other fetal health consequences (pathway I).

Methods

Databases and Search Terms and Strategy
From August to October 2023, we conducted a systematic
search for peer-reviewed articles in four electronic databases
(Pubmed, APA PsycInfo, Embase, and Web of Science) using
the Preferred Reporting Items for Systematic reviews and
Meta-Analyses (PRISMA) statement.40,41 Also, we scanned
the reference sections of every article selected to ensure the
inclusion of all eligible studies. ►Fig. 2 presents the lists of
keywords and medical subject headings (MeSH) terms used
in the search. We developed the list based on previous
systematic reviews on IPV, sleep health, and the perinatal
period (including pregnancy and the postpartumperiod).We
used the Boolean operator OR to expand the search within
each category, and we used AND to combine categories. The
author NA performed searches and discussed findings with
NH, and both authors decided on the final list of articles. The
protocol of the present review was not registered.

Inclusion Criteria and Selection Process
We deemed studies eligible if they met all of the following
criteria:1 publication in in peer-reviewed journals2; text
written in English;3 original research;4 the sample consisting
of either women who were pregnant or in the postpartum
period, up to 12 months after birth;5 inclusion as a predictor
variable of an indicator of any experience of violence at any
stage of life, such as childhood, adulthood, the previous year,
or during pregnancy or during the postpartum period;6

inclusion as an outcome variable of an indicator of any
form of sleep disturbance;7 and assessment of associations
between violence and sleep in populations of pregnant and
postpartumwomen. Studieswere excluded if theymet anyof
the following criteria:1 reviews, letters, or editorials;2 quali-
tative analysis;3 text written in languages other than English
or without an author-approved translation;4 studies whose
full text was not available online. To keep the search broad,
no geographical filters were applied, and studies from all
countries were considered.

We applied the selection criteria in three stages, as out-
lined in ►Fig. 3. First, our search strategy and inclusion
criteria yielded a list of 159 studies. Second, after the exclu-
sion of duplicates and of studies whose full text was not
available online, the list decreased to 42 studies that under-
went further review. Third, both authors read the abstracts
and/or full texts of all remaining studies and applied the
exclusion and inclusion criteria. Both authors also used a
data quality assessment checklist developed for the present
review to assess study quality and extract data. Finally, 12
studies were included in the current systematic review.

Results

Populations
In total, 6 out of the 12 studies reviewed were performed in
high-income countries such as theUnited States24,43,47,48,50,51

(6/12; 50%), while 1 involved 59 countries.52 The rest of the
studies were from the following countries: one from Oman,46

one from Ethiopia,42 one from Iran,45 and two from Peru.44,49

The ages of the women assessed in these studies ranged from
14 to 40 years, and the periods of life in which they experi-
enced violence included childhood, 12 months prior to

Fig. 1 Conceptual framework of the present study.
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pregnancy, pregnancy, postpartum, and throughout life. The
samples of the studies were composed of pregnant (8/12;
66.7%) or postpartumwomen (4/12; 33.3%),with somestudies
including both groups (►Supplementary Appendix A; online
only).

Methods
There were ten cross-sectional studies, and two followed
prospective cohorts. However, six of the ten cross-sectional
studies were derived from either ongoing or completed
cohort studies. The samples ranged from 83 to 994 partic-
ipants selected randomly (5/12; 41.7%)42,44,45,49,52 or non-
randomly (7/12; 58.3%)24,43,46–48,50,51 from 1 to 6 clinics or 1
to 50 communities/communes selected purposively.

Most studies (10/12; 83.3%) recruited participants while
they were attending a health facility for ante- or postnatal
care, a psychiatric facility, or a maternity ward;44–51 while
some recruited from both communities and clinics (4/12;
33.3%).24,42,43,52 Community-based recruitments involved
multiple forms of participant recruitment: some studies
advertised in local health centers and community centers
using flyers and other forms of advertisement, while others
created a census of households in smaller regions within the
city and randomly selected participants.24,42,43

The experience of violence was measured in terms of
adverse childhood experiences (ACEs) in most studies (8/12,
66.7%),24,43,47–52 followed by IPV experience throughout
life (4/12, 33.3%),44,46,47,52 IPV in the year before pregnancy
(5/12, 41.7%),24,43–46 and 2 studies (16.7%)42,46 included IPV
during pregnancy. One study (8.3%) assessed the impact
of IPV during the postpartum period.47 The measures

included physical IPV24,43–47 only (6/12; 50%), sexual IPV
only24,43–45,47,52 (6/12; 50%), psychological IPV only (5/12;
41.7%),24,43–46 financial IPV only (1/12; 8.3%),45 physical or
sexual IPV (3/12; 25%),24,44,47 physical and sexual IPV (2/12;
16.7%),44,47 physical and psychological IPV (1/12; 8.3%),46 and
physical, sexual, or psychological IPV (4/12; 33.3%).42,43,45,46

The ACE measures included physical abuse only (2/12;
16.7%),47,49 sexual abuse only (4/12; 33.3%),47,49,50,52 psycho-
logical abuse only (1/12; 8.3%), physical or sexual abuse (1/12;
8.3%),51physical and sexual abuse (2/12; 16.7%),49,50 and physi-
cal, sexual, or psychological abuse (4/12; 33.3%).24,43,48,50 Fur-
ther, 2 studies (16.7%) recruited pregnant adolescents, all of
whom were at risk of childhood violence and maternal psy-
chological violence and measured the association of violence
experience with sleep health in all three trimesters.42,51

Sleep outcomes were commonly measured, such as sleep
quality (7/12; 58.3%),24,42–44,48,49,51 insomnia (4/12; 33.3%)
44,45,47,49 and sleep disturbances (which may or may not be
stress related)/impairment (4/12; 33.3%),24,46,47,50 sleep ef-
ficiency (1/12; 8.3%),24 sleep latency (1/12; 8.3%),24 prob-
lems going to sleep52 (1/12; 8.3%) or staying asleep (1/12;
8.3%),50 and 2 studies (16.7%) monitored the hours of sleep
per night50,52 (►Table 1).

The experience of IPV was measured using the Revised
Conflict Tactics Scales (CTS2; 3/12; 25%),24,43,45 violence
items on the country’s (Peru) demographic and health
survey (1/12; 8.3%),49 the Dissociative Disorders Interview
Schedule (DDIS, 1/12; 8.3%),47 or the Validated Arabic Nor-
Vold Domestic Abuse Questionnaire (NORAQ; 1/12; 8.3%);46

in 2 studies (16.7%), “violence history on inquiry was
assessed by a clinician”.42,47

Fig. 2 List of all search terms, including the permutations among them.
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The ACEs24 were measured using the ACEs Questionnaire
(1/12; 8.3%), the Childhood Physical and Sexual Abuse Ques-
tionnaire (2/12; 16.7%),49,52 or the Childhood Trauma Ques-
tionnaire-Short Form (CTQ-SF; 3/12; 25%).48,50,51

Sleep health was most frequently measured through the
English and Spanish versions of the Pittsburgh Sleep Quality
Index (PSQI; 7/12; 58.3%),24,42–44,48,49,51 followed by the
English and Spanish versions of the Ford Insomnia Response
to Stress Test (FIRST; 2/12, 16.7%).44,49 Other measures of
sleep health included the 28-item General Health Question-
naire, Mother’s sleep and Fatigue Survey, sleep items on the
Postpartum Depression Screening Scale, and clinician
diagnosis.45,46,50,52

Multivariable logistic regression was most frequently used
for association estimates (7/12; 58.3%),24,42,44,45,47,49,50 foll-
owed by stepwise hierarchical regression (3/12; 25%)43,47,50

andtheFisherexact test, the t-test,analysisofvariance(ANOVA),
path analysis, and the Chi-squared test (each: 2/12;
16.7%).24,42,45,47,48,52Structural equationmodelling,multivari-
able linear regression, exploratory mediation analysis and
ordinary least squares regression were all used by 1 (8.3%)
24,46,49,51 study each, while adjusting for 3 to 17 sociodemo-
graphicandbehavioralvariablespertinenttowomen,husbands,
and households.

Findings

Prevalence of Violence
►Table 2 shows the range values for the prevalence of IPV in
different periods of life: lifetime IPV – 4 to 27.6%;24,46,47,52

IPV in the 12 months preceding pregnancy – 1 to
59.2%;24,43–46,49 IPV during pregnancy – 0.1 to 1.6%;46 and

Fig. 3 Systematic review workflow as per the guidelines of the Preferred Reporting Items for Systematic reviews and Meta-Analyses (PRISMA)
statement.
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IPV in the postpartumperiod – 11 to 30.2%.47 The studies that
mentioned IPV in the 12 months preceding pregnancy
reported psychological IPV as the most prevalent (range:
1–59.2%), followed by physical IPV (range: 2.2–26.8%), and
sexual IPV24,43–46,49 (range: 1.6–21.3%). In the studies that
mentioned lifetime IPV,24,43–45 the physical type was
reported to range from 9.2 to 23.4%, the sexual type, from
2.4 to 15.5%, either the physical or the sexual types, from 7.3
to 20.5%, and the physical and sexual types combined, from
27.6 to 33%. Two studies42,46 assessed any type of IPV, and
the prevalence reported ranged from 1.6 to 48.6%. One
study47 reported IPV during the postpartum period, and
the physical type was the most common (30.2%), followed
by the sexual type (11%).

Regarding ACEs, the prevalence was high, with 56 to 70%
of thewomen reporting having experienced at least one form
of ACE (physical, sexual, or psychological).24,48 Moreover,
74.4% of women reported having experienced either physical
or sexual violence as a child, whereas 16.2 to 25.9% of
children faced both physical and sexual violence.49,50 Fur-
ther, physical violence was the most common form of vio-
lence that women endured as children, affecting 16.6 to
41.1% of them.47,49 Psychological violence was second most
common form of violence, affecting 33.9% of the women
interviewed, while the prevalence of sexual ACEs ranged
from 2 to 20.9%.49–52

Prevalence of Sleep Problems (►Table 3)
Overall, poor sleep affected 1 in every 4 pregnant or postpar-
tum woman in the studies analyzed. The prevalence of poor
sleep quality ranged from 24.0 to 70.6%42–44,48,49,51,52 during
pregnancy considered in its entirety, from 33 to 70.6% in
the second trimester, and from 39 to 63.4% in the third
trimester (69.7% reported in the first trimester in one
study).48,51 Sleepdifficulties affected 25.4 to 64.4% of pregnant
and postpartumwoman,24,46,47,50 the prevalence of insomnia
ranged from 48.9 to 61.5%,44,45,47,49 while 22.6% reported
difficulty in fallingasleep, and24.5%reportedproblemsstaying
asleep.50 One study52 reported the increased time it took for
participants who experienced sexual ACEs to fall asleep
(abused group: mean¼24.54�19.98minutes; non-abused
group: mean¼19.44�16.89minutes), and lesser hours of
sleep per night were observed (abused group: mean¼6.49
�1.32hours; non-abused group: mean¼6.59�0.12hours).

Association between Violence and Sleep (►Table 4)

Lifetime IPV
The studies44,46,47,52 explored the association of lifetime IPV
with four maternal sleep indicators: sleeping difficulties,
sleep quality, few hours of sleep, and time (inminutes) to fall
asleep. Sleeping difficulties occurred among women who
experienced lifetime IPV of the physical type (adjusted odds
ratio [aOR] – range: 1.1–3.2), of the sexual type (aOR – range:
1.0–3.4), of the psychological type (aOR: 2.2), or of the 3
types combined (aOR: 1.5). Women reported poor sleep
quality during pregnancy when experiencing lifetime IPV
of the physical type (aOR: 1.7), of the sexual type (aOR: 2.8),Ta
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and of the physical, sexual, and psychological types com-
bined (aOR: 1.9). Experience of lifetime sexual IPV was a risk
factor for few hours of sleep per night (F1,5837¼14.1;
p<0.00; partial n2¼0.002) and longer time to fall asleep
(F1,6020¼46.600; p<0.000; partial n2¼0.008).52

IPV in the 12 Months Preceding Pregnancy
The studies explored the association of IPV in the 12 months
preceding pregnancy and five maternal sleep indicators:
sleep quality, sleeping difficulties, insomnia, and sleep

efficiency and latency. In two studies,43,44 the participants,
who had experienced physical, sexual, or psychological IPV,
reported difficulty sleeping (aOR: 2.1) and poor sleep quality
(aOR: 2.3; β¼ 0.24; p< .05). In one study,45 the odds of
experiencing insomnia during pregnancy were high among
women who had experienced physical (aOR: 2.7), sexual
(aOR: 1.9), and financial IPV (aOR: 1.7). However, one of the
studies46 reported that IPV in the year preceding pregnancy
had no effect on sleep quality.46 Sexual IPV one year before
pregnancy was associatedwith higher sleep latency (β¼0.25;

Table 5 Summary findings onassociationsbetweenACEs and sleep in the12peer-reviewedarticles (1990–2022) included in the review.

Neglect

Sleeping
difficulties/
disturbances

Swanson et.al. (2014)50 OR: 4.8; 95% CI: 1.1–21.2

Physical abuse

Leslie et al. (2015) OR: 9.2; 95%CI: 2.2–38.4

Sit et al.47 (2015) OR: 1.0; 95%CI: 0.8–1.3�

Sexual abuse

Leslie et al. (2015) OR: 1.2; 95%CI: 0.3–5.3

Sit et al.47 (2015) OR: 1.0; 95%CI: 0.9–1.3�

Physical and sexual abuse

Leslie et al. (2015) OR: 6.0; 95%CI: 1.5–23.6

Any ACE

Gelaye et al.49 (2015) OR: 1.7; 95%CI: 1.2–2.4 (any childhood abuse versus none)

OR: 2.4; 95%CI: 1.2–3.5 (� 3 types of abuse versus none)

Gustafsson et al.51 (2017) r¼0.3; p<0.01 (13–16 weeks of gestation)

r¼0.2; p<0.05 (24–27 weeks of gestation)

r¼0.2; p<0.01 (34–37 weeks of gestation)

Sleep quality Neglect

Leslie et al. (2015) OR: 5.8; 95%CI: 1.7–20.2

Physical abuse

Leslie et al. (2015) OR: 3.8; 95%CI: 1.0–14.2

Sexual abuse

Leslie et al. (2015) OR: 1.1; 95%CI: 0.3–3.9

Physical and sexual abuse

Leslie et al. (2015) OR: 3.6; 95%CI: 1.0–12.3

Any ACE

Paulson and Miller-Graff43 (2019) β: 0.3; p< 0.01

Miller-Graff and Cheng24 (2017) β: 0.1; p> 0.05

Gelaye et al.49 (2015) OR: 2.1; 95%CI: 1.4–3.3 (any childhood abuse versus none)

OR: 2.4; 95%CI:1.2–3.5 (�3 types of abuse versus none)

Foss et al.48 (2022) β: 0.2; p< 0.05 (poor sleep during second trimester)

β: 0.1; p< 0.05 (poor sleep during third trimester)

Sleep efficiency Any ACE

Miller-Graff and Cheng24 (2017) β: 0.1; p> 0.05

Sleep latency Any ACE

Miller-Graff and Cheng24 (2017) β: 0.1; p> 0.05

Abbreviations: 95%CI, 95% confidence interval; ACEs, adverse childhood experiences; OR, odds ratio.
Note: � Association between self-harm thoughts and sleep disturbances among women with a history of physical and sexual abuse during childhood.
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p< .05) and lower sleep efficiency (β¼0.21; p< .05).43 How-
ever, one of the studies24 reported that physical, sexual, or
psychological IPV in the year before pregnancy had no associ-
ation with sleep quality, efficiency, nor latency (p>0.05).

IPV during Pregnancy
Only two studies42,46 assessed the association between IPV
during pregnancy and maternal sleep outcomes, namely
sleeping disturbances and sleep quality. One study46 found
that while psychological IPV during pregnancy was associat-
edwith sleep disturbances (14.1%; p¼0.024). Other forms of
IPV did not have any association with sleep disturbances
(p>0.05).46 Women who experienced any type of IPV had
2.8 higher odds (95% confidence interval [95%CI]: 1.8–3.8) of
experiencing poor sleep quality42(►Table 5).

ACEs
Seven studies24,43,47–50,52 examined the association of preg-
nant women who reported ACEs with four maternal sleep
indicators: sleep disturbances, sleep quality, sleep efficiency,
and sleep latency during pregnancy.

The likelihood of experiencing sleep disturbances was 1.7
to 9.2 times higher if thewomen had experienced any type of
ACE (aOR: 1.7; 95%CI: 1.2–2.4),49 � 3 types (aOR: 2.4; 95%CI:
1.2–3.5),49 neglect as a child (aOR: 4.8; 95%CI: 1.1–21.2),50

physical abuse as a child (aOR: 9.2; 95%CI: 2.2–38.4),50 sexual
abuse as a child (aOR: 1.2; 95%CI: 0.3–5.3),50 or physical or
sexual abuse as a child (aOR: 6.0; 95%CI: 1.5–23.6).50 How-
ever, one of these studies47 found that maternal sleep dis-
turbances were associated with experiences of physical or
sexual abuse as a child.

In 3 studies,43,48,49 pregnant women who suffered ACEs
had 0.1—0.3 units poorer sleep quality during pregnan-
cy,43,48 or a 2.1—2.4 higher likelihood of experiencing poor
sleep quality.49 However, this association was statistically
significant only in one study24 (β¼0.12; p>0.05).24 On the
other hand, poor sleep during pregnancy appeared to have
no association with the experience of physical, sexual, or
physical or sexual abuse as a child in another study.50

Women who experienced neglect as a child had a 5.8 times
higher likelihood of sleeping poorly during pregnancy.50

In one of the studies,24 ACEs had no associationwith sleep
efficiency or sleep latency. However, in 2 studies,50,52 post-
partum women who experienced childhood violence
reported poor and shorter sleep time (F1,5837¼ 14.073;
p<0.000; partial n2¼0.002),52 and difficulty staying asleep
(neglect: aOR¼5.78; 95%CI¼1.65–20.23; p<0.01; physical
violence: aOR¼3.84; 95%CI¼1.04–14.24; p<0.05; sexual
violence: aOR¼1.06; 95%CI¼0.29–3.87; p>0.05; and phys-
ical and sexual violence: aOR¼3.56; 95%CI¼1.03–12,31;
p<0.05).50 These 2 studies also reported associations involv-
ing childhood violence and significantly longer sleep latency
(F1,6020¼46.600; p<0.000; partial n2¼0.008)52 or difficulty
falling asleep (neglect: aOR¼4.84; 95%CI¼1.11–21.19;
p<0.05; physical abuse: aOR¼9.20; 95%CI¼2.20–38.45;
p<0.01; sexual abuse: aOR¼1.21; 95%CI¼0.28–5.25;
p>0.05; and physical and sexual violence: aOR¼5.95; 95%
CI¼1.50–23.57; p<0.05).50

Discussion

Summary of Main Findings
In the present scoping review, we have found that the experi-
ence of violence and sleep disturbances are prevalent among
pregnant and postpartumwomen, regardless of their contex-
tual differences (such as, the countrieswhere the studieswere
conducted, or how the samples were selected in the studies).
Lifetime IPVwas themost commontype, followedby IPV in the
yearprecedingpregnancyand IPVduringpregnancy. Incertain
contexts, lifetime IPV affected as many as one in two wom-
en.44,46,47,52 Moreover, IPV in the year preceding pregnancy
was common too, although women in certain contexts only
reported it occasionally.24,43–46 The least common type was
IPV during pregnancy, perhaps due to its limited empirical
examination todate.42,46Psychological IPVwasmore common
than physical or sexual IPV among pregnant and postpartum
women. Adverse childhood experiences were at least as
commonas lifetime IPV,with nine out of tenwomen reporting
them in certain contexts.24,43,47–52 Regarding sleep health
outcomes, poor sleep quality was the most commonly
reported problem among pregnant and postpartum women,
followed by sleep disturbances and insomnia.24,42–49,51,52

Overall, past experience of violence perpetratedor not byan
intimate partner is a risk factor for poor sleep health among
pregnant and postpartum women. Lifetime IPV and ACEs
almost double the likelihood that women will report poor
sleep-health symptoms during pregnancy.24,43,44,47–49,51,52

Moreover, ACEs least triple the likelihood that women will
report poor sleep health symptoms during the postpartum
period.52 Psychological and physical IPV presented stronger
associations with poor sleep health symptoms than sexual
IPV,43–47but IPV intheyearprecedingpregnancyyieldedmixed
findings, rangingbetweennoassociationandasizableone.43–45

Strengths and Limitations
The findings of the current study should be interpreted
considering the following strengths and limitations pertinent
to the articles reviewed. First, the extent to which the past
experience of violence causes poor sleep health during preg-
nancy is yet to be established in the current body of literature
involvingprimarilycross-sectionaldata.Asshown in►Fig. 1, it
is plausible that the experience violence and sleep disturban-
ces may occur in response to certain structural stressors, such
as poverty.53 Further, since the experience of violence is
socially determined, it is an endogenous variable, and when
studies ignore such endogeneity, they may be under or over-
estimating their reported associations between this variable
and sleep health. After an experience of violence, certain
women may suffer from poor sleep health and others may
not, depending on their access to social support, for example.
None of the studies reviewed explored this effect heterogene-
ity, nordid theyexplore themechanism linking theexperience
of violence and poor sleep health. Studies have yet to explore
the relative significance of this association in the context of
previous andmore established findings that the experience of
violence is associatedwithhigher stress levels andwithmental
health conditions, and that stress and sleep are highly
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comorbid. Further, the studies have not explored the poten-
tially moderating effect of stress.

The present scoping review has its own strengths and
limitations, too. As for the strengths, the evidence herein
reported is based on an exhaustive list of pertinent studies
from several peer-reviewed databases (as per our knowledge).
The search strategy was comprehensive and spanned across
multiple databases, enabling the identification and synthesis
of all studies published between 1950 and 2023 across the
globe. All studies that explored the impact of lifetime experi-
ence of violence on the sleep health of pregnant and postpar-
tum women were included. Suggesting external validity, the
prevalence ranges herein reported are comparable to those
reported in previous systematic reviews including several
countries across the globe. For perinatal mental disorders,
such as depression, the prevalence range reported in this
current review is comparable to the global prevalence range
(24–50%) reported inaprevious systematic review.54Likewise,
for the experienceof anyone typeof IPVduring pregnancy, the
prevalence range reported is comparable to that reported in a
previous systematic review (2–57%).55 The main limitation of
the present systematic review is the inclusionof studieswhich
assessed violence for a period that is inclusive of, but not
exclusive to, pregnancy. Publication bias may have led to an
overestimation of associations.

The current review was dominated by studies from high-
income countries, which employed facility-based (health cen-
ter, hospital, clinics) sample recruitment strategies,making the
findings more applicable to urban, or facility-heavy high-
income countries. The ethnic representation in the study
samples was also skewed toward North Americans, with
absence of additional recruitment strategies to engage immi-
grant or refugee communities. However, the prevalence of
violence reported in theUnited Stateswas comparable to those
of countries such as Oman, Peru, and Iran (United States: 20–
50%; Iran/Peru/Oman: 16–40%).43–46 Thus, the prevalence of
sleepproblemsreportedwasalsocomparableacross countries.

Conclusion

The current scoping review shows that the experience of
violence in one or more stages of life can affect perinatal
sleep quality. We have found that women are vulnerable to
experiencing violence in every stage of their lives, including
childhood and pregnancy. This body of empirical evidence,
coupled with our conceptual framework associating the
experience of violence with poor sleep, offers a rationale
to build evidence on sleep health among populations at risk
of experiencing violence, especially among those from re-
source-limited settings, where data on sleep health is largely
absent. Despite the fact that the present review is global in
scope, it was dominated by studies from high-income coun-
tries. This resulted in loss of valuable context from low- and
middle-incomecountries and about the roleplayedbycultural
differences in mediating or moderating associations. There is
an urgent need to start collecting systematic and high-quality
data on sleep health from women living in resource-limited
settings. Meanwhile, screening the obstetric population for

sleep quality and intervening with women reporting poor
sleep health, especially when they also show symptoms of
experience of violence, might be a potent strategy.
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